
EMERGENCY TREATMENT RELEASE FORM 

 
 
 
Dear Parent/Guardian: 
 
In order to serve your child in case of accident or sudden illness either at school, on a field trip, or any 
school sponsored activity, it is necessary that we have this release form signed. Please complete the 
information requested on the back of this form, review the statement below, then sign and return this form 
to your child’s homeroom teacher on the next school day. 
 
_________________________________     _____________________________   ____________ 
Student’s Last Name          First Name                    Middle Initial 
 
I the undersigned, do hereby authorize officials of ___________________________ Public Schools to 
contact the persons named on the reverse side of this form and do authorize the named physician or EMS 
personnel to render such treatment as may be deemed necessary in an emergency, for the health of said 
child. 
 
In the even the parent/guardian, physician or other persons named on the reverse side of this form cannot 
be contacted, officials of _____________________________ Public Schools are hereby authorized to 
take whatever action is deemed necessary in their judgment, for the health of said child. 
 
I will not hold the school district financially responsible for the emergency care and/or transportation of 
said child. 
 
Signing this form shall release _________________________ Public Schools and staff members from 
any liability of any nature in assisting said child during a medical emergency. 
 
 
 
 
__________________________________________________   _____________ 
Signature of Parent/Guardian       Date 
 
 
Important: 
 

1. If an accident or illness occurs, a copy of this form will be provided to the emergency care 
provider (physician, hospital, EMS). 

2. If any of this information changes during the year, please call the school office. 

3. Please complete, sign and return this form to your child’s homeroom teacher on the next school 
day. 

4. Please complete all of the information requested.
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EMERGENCY INFORMATION FORM 

 
Date: ______________________    School:  _________________________________________________ 
Full Name of Student: __________________________________________________________________ 
   Last        First      Middle 

Teacher: ________________________________ Grade: ____  Date of Birth: ______________________ 
Student’s Address: _____________________________________________________________________ 
City/State: ________________________________ Zip Code: __________  Telephone: ______________ 
 
Parent(s) or Guardian(s): ________________________________________________________________ 
Place of Employment (Father/Guardian) ___________________________________________________ 
Where do we contact you in case of an emergency?  

 (If no home phone, provide the name or a relative or neighbor and their phone) _______________________________ 
Home Phone: ____________________  Cell/Pager: ________________  Work: ____________________ 
Place of Employment (Mother/Guardian) __________________________________________________ 
Where do we contact you in case of an emergency?  

 (If no home phone, provide the name or a relative or neighbor and their phone) _______________________________ 
Home Phone: ____________________  Cell/Pager: ________________  Work: ____________________ 
Who do we contact if you cannot be reached?  
Name: _______________________________ Relationship: ___________________ Phone: ___________ 
Name: _______________________________ Relationship: ___________________ Phone: ___________ 
 
Please complete this section to allow your child to be taken for treatment in case of emergency, when 
neither you nor the persons listed above can be contacted: “I give permission for my child to be taken by 
school personnel or ambulance for treatment to _______________________________ Hospital 
emergency for treatment. I will be responsible for all related fees.” 
 
Physician’s Name: ____________________________________ Patient’s File Name: ________________ 
Address: ____________________________________________ Phone: __________________________ 
Health Insurance Company ______________________________________________________________ 
Name of Policy Holder: ________________________________ Policy Number: ___________________ 
Preferred Ambulance Service, if other than EMS _______________________ Phone: _______________ 
 
Use space below to list any health condition(s), routine medication(s), or substances that cause your child 
to have a sever allergic reaction requiring immediate emergency treatment: 

Health Condition Medication Allergin/Emergency-Care Needed 
   
   
   
 
If student has medical equipment or supplies, please list company or supplier: 
Supplier: ________________________________________  Phone: ______________________________ 

Source: Jefferson County Public School Health Services 



Jefferson County Public Schools
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